Purpose: The incidence of colorectal cancer in Korea has recently increased, making it the second most common cancer in men and the third most common cancer in women. Risk factors for colorectal cancer have been studied worldwide, but risk factors specific for the Korean population have not been established. In this study, we investigated incidence trends and risk factors of colorectal cancer in Korea. Methods: A total of 8,846,749 subjects were included. Colorectal cancer incidence was investigated using Korea National Health Insurance Service claim data from 2004 to 2014. Colorectal cancer diagnoses were obtained by evaluating colorectal cancer diagnostic codes and the cancer registry for cost sharing. Risk factor identification for colorectal cancer was obtained from National Health Examination data from 2004 to 2005. Cox proportional hazard model statistical analysis was used to determine risk factors of colorectal cancer. Results: The incidence of colorectal cancer gradually increased from 2006 to 2014 (from 45.4/100,000 to 54.5/100,000). There was a predominance among men (1.47:1), but incidence trends were similar in both sexes. Old age, high body mass index, and no history of colonoscopy were identified as risk factors in both sexes. High fasting blood glucose, familial history of cancer, frequent alcohol intake, and current smoker were identified as risk factors, especially in men. Conclusion: The incidence of colorectal cancer has been increasing in Korea. Colonoscopy screening was a protective factor for colorectal cancer, and active use of colonoscopy may reduce incidence. Early diagnosis and care are important, particularly for the high-risk group.
INTRODUCTION
Colorectal cancer is the third most common malignancy worldwide and, after skin cancer, the second most common malignancy in most western countries [1, 2] . In the United States, there are 141,220 new cases and 49,380 deaths annually due to colorectal cancer [3] . The incidence has recently increased in some Asian countries, including Korea. Colorectal cancer has become the second leading cancer in men and the third most frequent cancer in women in Korea [4] .
Because of the high and increasing incidence, research has been conducted on colorectal cancer risk factors. Colorectal cancer is associated with dietary factors. Red meat and processed meat diets are known to increase the incidence of colorectal cancer, and dietary fiber intake reduces the risk of colorectal cancer [5] .
Smoking is also associated with risk of colorectal cancer [6] . Medical conditions including obesity and diabetes are known risk factors of colorectal cancer [7] . Most studies on colorectal cancer risk factors have been performed in the United States and Europe, and risk factors for colorectal cancer may not be the same in Korea because of differences in race, region, and economic level. Azeem et al. [8] reported that spicy foods and tapioca increase colorectal cancer in the Asian population. In India, studies have shown that spicy foods, low-calorie meals, and alcohol consumption may increase the incidence and severity of colorectal cancer [9] .
The fecal occult blood test (FOBT) is widely used to screen for colorectal cancer. FOBT use is associated with reduced colorectal cancer mortality [10] . However, the FOBT has relatively low specificity and sensitivity for colorectal neoplasms and cancer [11] . In addition, the positive predictive value of FOBT is relatively low (3%-10%) [12] . Colonoscopy screening during health examination reduces both the incidence and mortality of colorectal cancer [13] . Distal colon flexible sigmoidoscopy also reduces the mortality of colorectal cancer [14] . Colonoscopy can be performed in conjunction with polypectomy, which is also associated with reduced mortality [15] . However, due to economic reasons and bowel preparation difficulties, routine colonoscopy is difficult to execute as a mass screening tool [16] .
The general risk factors of colorectal cancer have been studied worldwide, but specific risk factors for the Korean population have not been researched. In this study, we investigate incidence trends and risk factors of colorectal cancer in Korea.
METHODS

Database
The universal health insurance system for all citizens in Korea began in 1977, and the universal health care system was introduced in 1989. Everyone born in Korea is given a unique social security number, and almost all medical records are also registered in the National Health Insurance Service (NHIS) system. Data registered in the NHIS system include patient sociodemographic information, detailed billing details, prescription drug type and dosage, hospital information, and information obtained from periodic inspections during health examination. The inspections consist mainly of questions about lifestyle and results of basic diagnostic tests. All diseases are coded according to the Korean Classification of Disease (KCD), which is similar to the International Classification of Disease, 10th Revision. Many studies have been conducted using the KCD. This study was reviewed and approved by the Institutional Review Board (IRB) of National Health Insurance Service Ilsan Hospital (IRB No. 2017-01-021-001), and a waiver of informed consent was granted for data collection from existing medical records of patients.
Study design and participants
Claims data from the NHIS database from January 1, 2004, to December 31, 2014 were used. For a diagnosis of colorectal cancer, 2 criteria had to be fulfilled. First, the person had to have a KCD diagnostic code of C18, C19, or C20; second, the person had to meet the exception rule for cost sharing (V193). The cost sharing code is a disease classification code with high accuracy because it requires registration by the national cancer management project. To determine colorectal cancer risk factors, a cohort dataset was constructed. A total of 21,313,265 people had national health screening examinations from January 1, 2004 to December 31, 2005 . Of these, 10,783,876 persons were selected as subjects by removing duplicates based on 2004 examiners. Patients with newly diagnosed cancer (codes C00-C97 by KCD) from January 1, 2004 to December 31, 2005 were excluded. Since people with Korean Medical Care (medical insurance system for low income persons) have no or low income and are susceptible to many diseases, they were excluded from this study. To eliminate measurement and observation errors, subjects with health examination data outliers were excluded. These outliers are described in the supplement, and the detailed flow chart for analysis is shown in Fig. 1 .
Statistical analysis
Data are expressed in the form of frequency (%), and chi-square tests were performed to determine statistical significance. Most variables were changed to categorical data by setting continuous data intervals. The criteria for separating categories were not specific, but the criteria did not violate data uniformity. Based on previous studies, most results were reported according to sex. Cox proportional hazard model analysis was used to determine the risk factors of colorectal cancer. Results were expressed as hazard ratio (HR) and 95% confidence interval (CI). The basic assumption of the Cox model was confirmed by log(-log) curves. First, significant variables were identified by univariate analysis. Multi- variate analysis was performed using the result of univariate analysis and correcting for necessary variables. Statistical analysis was performed using SAS ver. 9.4 (SAS Institute Inc., Cary, NC, USA). P-value <0.05 was considered statistically significant.
RESULTS
To estimate the incidence of colorectal cancer among Koreans, the number of newly diagnosed colon cancer cases was counted every year from 2006 to 2014, and the incidence and prevalence per 100,000 people was calculated. Because of differences in incidence, occurrence and incidence data were presented according to age and sex. Overall, there is a pattern of increasing incidence until 2012. The incidence per 100,000 people in 2006 was 45.4/100,000, and this incidence increased to 54.4/100,000 in 2014. A similar pattern was observed when incidence was analyzed by sex (Table 1) . Men had higher colorectal cancer incidence than women. The peak incidence occurred in 2012 in both sexes, with incidence of 67.9/100,000 in men and 45.3/100,000 in women (Table 1 ). In 2008, the male age group with highest incidence was the 70-to 79-year-old age group (372.7/100,000); after 2009 this changed to the over 80-year-old age group (401.7/100,000). In those under 40-year-old age, incidence was 2.9/100,000 in 2006 and 3.2/ 100,000 in 2014. In those aged 40-49, incidence was 31.7/100,000 in 2006 and 29.1/100,000 in 2014, reflecting a fairly high incidence of colorectal cancer in people below 50-year-old age. In 2014, the incidence was 212.0/100,000 for men in their 60s, 347.4/1000,000 for men in their 70s, and 412.2/100,000 for men in the over 80-year-old age group. These data indicate a high incidence of colorectal cancer in men over 60-year-old age. In women, the highest incidence was observed in women in their 70s in 2007 (183.2/100,000) and in those over 80-year-old age beginning in 2008 (189.0/100,000). In the group under 40-year-old age, incidence was 2.7/100,000 in 2006 and 2.9/100,000 in 2014.
In women in their 40s, incidence was 26.0/100,000 in 2006 and 23.0/100,000 in 2014, also reflecting a high incidence of colorectal cancer in women below 50-year-old age. In 2014, the incidence was 101.9/100,000 for women in their 60s, 181.3/1000,000 for women in their 70s, and 220.9/100,000 for women in the over 80-year-old age group, indicating high incidence in these age groups similar to men. In both sexes, incidence in the 70-to 79-year-old age groups showed a decreasing trend, while incidence in over 80-year-old age groups showed substantial increases.
Risk factors for colorectal cancer were analyzed by sex. First, the results in men are as follows. Risk of colorectal cancer increased with age, and HR was highest in the over 80-year-old age group (HR, 19.190; P < 0.001). Increased age was a risk factor for colorectal cancer in men ( Table 2 ). Risk of colorectal cancer increased with increasing BMI, and BMI over 23 kg/m 2 was revealed to be a risk factor of colorectal cancer (23-25 kg/m 2 : HR, 1.111; P = 0.0272; ≥25 kg/m 2 : HR, 1.254; P < 0.001). The risk of colorectal cancer was higher when fasting blood glucose was higher than 126 mg/dL (HR, 1.217; P < 0.001). The risk of total cholesterol level was analyzed among 3 groups of less than 200 mg/dL, 200-240 mg/dL, and more than 240 mg/dL. There were no significant relationships among the 3 groups and risk of colorectal cancer. Family history of diabetes mellitus (DM) and malignancy was also analyzed. Family history of DM showed no significant association with risk of colorectal cancer, but family history of malignancy showed increased risk of colorectal cancer (HR, 1.163; P < 0.001). Alcohol consumption was analyzed based on 5 groups: none, 2-3 times a month, 1-2 times a week, 3-4 times a week, and almost every day. The results showed that risk increased with more frequent alcohol consumption. Smoking status was analyzed by non-smoker, ex-smoker, and current smoker. Current smokers showed significantly higher risk of colorectal cancer than non-smokers and ex-smokers (HR, 1.093; P = 0.021). Colonoscopy during health examinations reduced the risk of 
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colorectal cancer (HR, 0.501; P < 0.001) ( Table 2 ). In women, risk increased with age, and the risk was highest in patients over 80 years (HR, 9.720; P < 0.001) ( Table 3 ). Risk increased with increasing BMI, and BMI over 23 kg/m 2 was revealed as a risk factor of colorectal cancer (23-25 kg/m 2 : HR, 1.221; P = 0.0024; ≥25 kg/m 2 : HR, 1.250; P = 0.0005). The level of fasting blood glucose and total cholesterol were not significant risk factors for colorectal cancer. DM and malignancy showed no significant relationship with increased colorectal cancer risk in women. Frequency of alcohol consumption and smoking were not found to be risk factors in women. Colonoscopy also reduced the risk of colorectal cancer in women (HR, 0.609; P < 0.001) ( Table 3 ).
Risk factors were also analyzed according to location of colorectal cancer. In men, right colon cancer had the greatest increase in risk with increasing age, and rectal cancer had the lowest increase (Table 4 ). Frequent alcohol consumption was a risk factor, but was not a risk factor in left colon cancer (Table 4 ). In women, total cholesterol level was not a risk factor of colorectal cancer overall, but was a risk factor in left colon cancer ( Table 5 ).
DISCUSSION
This study showed a trend of increasing colorectal cancer in Korea. The incidence has increased from 45.4/100,000 in 2012 to 54.4/100,000 in 2014. Analysis of old Korean data shows that incidence in men was 1999 in 27.0/100,000, which increased to 50.2 in 2009. In women, the incidence in 1999 was 17.2/100,000, which increased to 26.9/100,000 in 2009 [17] . In our data, the incidence in 2014 was 64.8/100,000 in men and 44.0/100,000 in women. This demonstrates that the incidence of colorectal cancer in Korea has been dramatically increasing. Compared to other countries, the incidence of colorectal cancer in Korea is high. In 2012, the incidence in men was highest in Korea (50.0/100,000), followed by New Zealand (49.1/100,000). Korea had the third highest total incidence including men and women the world (Koreans, 37.3/100,000) after New Zealand (43.5/100,000) and the Netherlands (38.9/100,000) [17] . The United States used to have the highest incidence in the world, but it has been decreasing since the 1990s [18] . Compared to Singapore, the incidence is very high in Korea. The age-standardized rate in 2008-2012 was 20.5/100,000 in Singapore [19] . Meat consumption per person in Korea was 41.0 kg in 2006 and 51.9 kg in 2014 [20] . The increase of meat consumption may be related to the increased incidence of colorectal cancer. The incidence of colorectal cancer in Korea has been increasing dramatically, with a plateau in incidence since 2012. The cause of the plateau is unknown, but may be due to the increased interest in health care, healthy lifestyle, and eating habits. Since 2009, colonoscopy has been performed for those who are FOBT positive through National Health Examinations. An increase in health examinations and colonoscopies may have slowed down the increasing trend. Additional research is needed to find the exact cause.
Unlike other malignancies, the genetic and molecular biological pathogenesis of colorectal cancer has been extensively studied. Transition from adenoma to carcinoma describes the natural history of colon cancer development. In addition, the development of colorectal cancer due to microorganisms and intestinal factors also has been well-studied [21] . The functions of the large intestine are to deliver food from the small intestine to the rectum and to absorb water and electrolytes. Intestinal microorganisms metabolize the remaining food and digestive fluids. Cells in the colon crypts are active and proliferative, requiring nutrients. The proliferative process is affected by dietary changes [22] . Genetic changes that develop during dietary changes accumulate and lead to genomic instability. These changes result in colorectal cancer development [23] . By-products of protein digestion are fermented by colonic bacteria to produce ammonia, phenol, and hydrogen sulfide. Nitrate and nitrite are introduced into the colonic mucosa when processed meat is ingested. These substances cause inflammation and damage to the colon mucosa [24] .
To ascertain the risk factors of colorectal cancer, variables included in the National Health Examination data and reported as risk factors in other studies were analyzed. In our study, increased age and BMI were revealed as risk factors in both men and women. Colonoscopy performance as part of health examinations was a protective factor for colorectal cancer. Especially in men, high fasting blood glucose and family history of malignancy were risk factors. Frequent alcohol consumption and current smoking were also risk factors for colorectal cancer in men. The relationship between increased age and colorectal cancer has been well-studied [25] . Our data also demonstrated that increased age is a risk factor for both sexes. Obesity is also a risk factor for colorectal cancer [26, 27] . Shin et al. [28] reported that high BMI is a risk factor for colorectal cancer in men, and low BMI is a protective factor in women.
The relationship of colorectal cancer with family history has been well-studied. Familial history of colorectal cancer increases the risk of colorectal cancer [29] . Familial history of other malignancies, such as gastric cancer and prostate cancer, also increases the risk of colorectal cancer [30, 31] . In this study, family history of DM and any malignancy was investigated, and familial history of DM-related malignancy was a risk factor in men. Disease presence is a risk factor for colorectal cancer. A personal history of DM is well known to increase the risk of colorectal cancer [7] . In our study, serum cholesterol level was not a significant risk factor for colorectal cancer, and high serum glucose level was a risk factor only in men.
Dietary habits are known to be important risk factors. Ingestion of red meat and processed meat such as bacon, ham, or sausage are well known risk factors [32] . Eating fried meat increases the risk of colorectal cancer [33] . Every 30-g increase of daily red meat and processed meat consumption increases colorectal cancer risk by 10% [34] . Increased total meat intake increases the risk of colorectal cancer by 21%-28% [35] . An experimental study revealed that the fatty acids of animal fat act as a carcinogen in colorectal cancer [36] . Consumption of dietary fiber is a known protective factor for colorectal cancer [37] . As dietary fiber ferments in the large intestine, short chain fatty acids (SCFA), such as butyrate, acetate, and propionate, are produced. SCFA are used as a main energy source for colonic mucosa cells to maintain antiinflammatory functions, preventing development of colorectal cancer [38] . Dietary risks are difficult to research because of difficulties in acquiring detailed data. In this study, acquisition of such data was impossible. The National Health Examination data questionnaire only differentiates among meat-eaters, eaters of both meat and vegetables, and vegetarians. Increased consumption of alcohol is also a risk factor for colorectal cancer. One report concluded that that consumption of more than 45 g/day of ethanol increases risk of colorectal cancer by 41% [39] . Our data only assessed frequency of alcohol consumption; in the future, the kind and amount of alcohol consumption should be included for more detailed analyses. Many tools have been developed for colorectal screening. These screening tools decrease colorectal cancer death through early identification and removal of polyps [40] . Colonoscopy is widely used to screen for colorectal cancer in many countries. Colonoscopy is the gold standard for colorectal cancer screening. Colo- noscopy has high sensitivity and specificity, and simultaneous polypectomy is available during colonoscopy [41] . Even with normal findings, colonoscopy reduces the risk of colorectal cancer [42] and colorectal cancer-related death [43] . However, due to economic considerations and difficulties in bowel preparation, colonoscopy cannot always be used as a frequent screening tool. In many countries, colonoscopy for FOBT-positive individuals is widely used for colorectal cancer screening [44] . In our data, history of colonoscopy was a protective factor against colorectal cancer in both sexes. Routine use of colonoscopy reduces the incidence of colorectal cancer.
In this study, we identified a trend in colorectal cancer incidence in Korea over the past 10 years. The incidence substantially increased until 2012. We also analyzed risk factors of colorectal cancer in men and women. Because many factors are involved in the development of colorectal cancer, not all identified risk factors may be primary risk factors. However, this study analyzed risk factors for a large population in Korea. The National Health Examination data on lifestyle and eating habits are limited, and data that are more detailed may provide meaningful results about risk factors in the future.
